Objective. CT is able to precisely define the pathological process in COPD. There are a number of previous articles discussing the distribution of emphysema and its connection with pulmonary function tests. However, the results obtained by the researchers are not identical.
INTRODUCTION
Chronic obstructive pulmonary disease (COPD), a common preventable and treatable disease, is characterized by persistent airflow limitation that is usually progressive and associated with an enhanced chronic inflammatory response in the airways and the lung to noxious particles or gases (1) . Airflow limitation is mainly caused by small airway remodelling and/or emphysema, and these pathologic changes directly determine the appropriate management strategy (2, 3) . Therefore, differentiation of the two types of pathologic change is clinically important. Spirometry is a well-established method for the diagnosis and assessment of a clinical stage of COPD. However, it is difficult to establish these pathologic changes with this clinical tool, and the regional function and morphological abnormalities cannot be evaluated either. In contrast, imaging examinations have shown great advantages in the assessment of regional morphologic and functional changes in COPD patients. Nonetheless, according to the practise guidelines of GOLD (Global Initiative for Chronic Obstructive Lung Disease), imaging does not play a substantial role in the diagnosis of COPD (1, 4) .
Emphysema is defined as a permanent enlargement of air spaces distal to terminal bronchioles accompanied by the destruction of alveolar walls. Emphysema can be centrilobular, panlobular, paraseptal, and bullous. Such pathological changes cannot be assessed by conventional chest radiographs but can be well studied on a computed tomography (CT) scan. Detailed anatomic information about the lung and such morphologic changes as emphysema, bronchial wall thickening and fibrosis can be seen and characterized in a CT scan. Thus, CT is able to precisely define the pathological process in COPD and has been used to differentiate between airway-predominant and emphysema-predominant COPD (5) . Various CT techniques are available to quantify emphysema (6) and many studies have addressed the ability of CT to accurately quantify the extent and severity of emphysema. In addition to detailed anatomic structures, CT can make quantitative analysis on the lung volume, airway and lung density. CT is currently considered the method of choice for providing accurate in vivo information about pathologic changes in the lung that occur in COPD. A number of studies have been dedicated to in vivo quantification of the extent and severity of emphysema.
The extent of emphysema is generally assessed by using CT densitometry parameters such as the relative low-attenuation area (i.e., the proportion of lung parenchyma with attenuation values lower than the predetermined threshold), which can quantitatively assess parenchymal emphysematous destruction of a lung as reflected by reduced CT lung attenuation. Hayhurst et al. were first to quantify the severity of emphysema with CT and showed that Hounsfield units (HU) frequency distribution curves of patients with histologically-proven emphysema differed significantly from patients without emphysema (7) . In 1988, the density mask was introduced and is based on pre-defined voxel as a threshold to differentiate between areas of normal attenuation values and low attenuation areas (LAA). Microscopic and macroscopic studies showed that the percentage of the lung area with x-ray attenuation values of less than -950 HU and less than -910 HU can be used to approximate anatomic emphysema on CT scans obtained in inspiration and expiration, respectively.
The percentage of the lung area with CT attenuation values compatible with emphysema has been shown to be related to functional measurements of airflow obstruction (6, 8) . However, because CT measurements are not always available, it would be helpful to be able to estimate the presence and severity of emphysema by using functional measurements. An accurate prediction of the percentage of lung area with reduced x-ray attenuation values in CT by using the pulmonary function could be of help to further characterize functional impairment in patients with COPD who are undergoing a routine clinical evaluation or patients' response to therapeutic intervention (3).
We performed this study to determine the capability of quantitative computed tomography to assess pulmonary emphysema and its relationships with pulmonary test parameters in subjects of chronic obstructive pulmonary disease.
MATERIALS AND METHODS

Subjects
The study was approved by the local bioethics committee. Each participants provided a written informed consent. From February 2009 to April 2012, we recruited 59 non-consecutive patients with COPD (mean age ± standard deviation 68 years ± 11) through the outpatient clinic. There were 52 men and seven women. Of them, 51 subjects were smokers or ex-smokers with a mean smoking exposure of 34.2 pack-years ± 16, and eight subjects were non-smokers. COPD was diagnosed according to the criteria of the GOLD (1). Subjects were drawn for each GOLD stage, resulting in four subjects in GOLD stage 1, 25 in GOLD stage 2, 21 in GOLD stage 3, and six subjects in GOLD stage 4. According to the severity of the disease, the subjects were subsequently divided into two following groups -milder group (GOLD stages 1-2) and more severe group (GOLD stages 3-4).
Pulmonary Function Testing
All patients underwent a complete evaluation of the pulmonary function, including spirometry, body plethysmography, and gas diffusion capacity testing. Pre and post bronchodilator spirometry data, static lung volumes, and single-breath diffusing capacity for carbon monoxide were performed according to the guidelines of the American Thoracic Society (ATS)/European Respiratory Society (ERS). PFT parameters, including FEV 1 , FEV 1 /FVC ratio, FVC, TLC, VC, RV, and DLco, were measured using Vmax Encore (Viasys ®Healthcare, US) equipment. The subsequent CT scanning was performed within the interval of less than seven days.
CT Examination
All the subjects underwent volumetric chest CT at the end of inspiratory breath-hold in supine position. Breath-hold training was carried out before each exam. No contrast medium was used. All CT scans were obtained by the same team of diagnostic radiology personnel and with the same CT scanner GE Light Speed VCT 64-slice (GE Healthcare, Milwaukee, Wisconsin, US). CT parameters were as follows: 120 k VP/80 m As, scan range from lung apex to the diaphragm, pitch 0.875, B31f reconstruction kernel, section thickness 5 mm, collimator width 64 × 0.625 mm and a gantry rotation speed of 0.8 s. These CT raw data were reconstructed to 1.25 mm section thicknesses using a standard algorithm.
Image analysis
Image analysis was performed on a post-processing workstation AW 4.5 VCAR (GE Healthcare, Milwaukee, Wisconsin, US) using advanced application Thoracic VCAR software. Quantitative CT assessment of lung volumes and the percentage of lung CT voxels below the threshold of -950 HU (as a representative value of the presence of lung emphysema) were performed. The outlining of each lung lobe was performed manually by a radiologist. Percentages of low-attenuation volume LAV -950 HU (%) were obtained automatically for both lungs, the right lung, the left lung, and each lobe ( Figure) .
Statistical Analysis
Comparisons between the measurements of a CT scan and PFT parameters were performed. In terms of normally distributed data, analysis of variance Student's t-test were used. Otherwise, statistics were analysed using the Kruskal-Wallis method. Pearson r correlation coefficient was used to evaluate the correlation between the pulmonary function and CT low-attenuation volume LAV -950 HU (%) parameters in COPD patients. Data analysis and statistical analysis were performed by SPSS version 22.0 (SPSS Inc., Chicago Ill). P < 0.05 was considered statistically significant. Continuous data are given as mean ± SD, unless otherwise indicated.
RESULTS
The 59 COPD patients were divided into two groups according to the GOLD stage. Mild/moderate group included GOLD stages 1-2, and severe/very severe group included GOLD stages 3-4. The characteristics of the subjects and PFT parameters are listed in Table 1. Table 2 demonstrates correlation coefficients between LAV -950 HU (%) of the lobes and PFT results. The LAV -950 HU (%) of both lungs, the right lung, the left lung, the right middle lobe (RML), the right lower lobe (RLL), the left upper lobe (LUL), and the left lower lobe (LLL) showed weak negative correlations with airflow limitation (FEV 1 Except for RUL and RML, all the quantitative CT measurements revealed weak to moderate negative correlations with diffusing capacity (DLco) (r = -0.35 to -0.61, p < 0.022) and weak positive correlations with total lung capacity (TLC) (r = 0.34 to 0.44, p < 0.023). RML showed no correlation with DLco (r = -0.18, p > 0.05) and RUL showed no correlation with TLC (r = 0.30, p > 0.05). Table 3 provides patients' characteristics, parameters of the pulmonary function, and quantitative CT measurements in the mild/moderate GOLD stage group and severe/very severe GOLD stage group. The value of LAV -950 HU (%) of both lungs, right lung, left lung, RUL, RLL, LUL and LLL was increased within GOLD 3-4 group comparing to GOLD 1-2 group (p < 0.05), whereas there were no corresponding significant differences between LAV -950 HU (%) and RML.
DISCUSSION
Airflow limitation in COPD is a complex phenomenon caused by small airway remodelling and emphysema. Pulmonary emphysema results from the destruction of the parenchymal tissue induced by a chronic inflammatory response after inhalation exposure to cigarette smoke and other noxious particles. Our study revealed that quantitative CT measurements of emphysema are significantly related to the nature and severity of the impairment of the pulmonary function.
Quantification of pulmonary emphysema in vivo is important for the understanding of the natural history of disease, assessment of the extent of the disease, and evaluation and follow-up of therapeutic interventions or planning of systemic treatment of COPD. Besides, the detection of early emphysema may prevent the occurrence of obstructive ventilatory impairment as timely appropriate measures such as smoking cessation or a medical intervention may be applied.
The diagnosis of COPD is based on clinical grounds and spirometry. Although spirometry is an essential method for diagnosing COPD, it reflects only the general ventilation function. Measurement of unilateral or regional lung function remains a major challenge in lung function testing (9) . Computed tomography allows for early detection of emphysema. It also makes it possible to quantify the total amount of emphysema and provides the precise location of the obstructive ventilatory impairment. It has been reported that the volume of emphysema quantified by CT may predict the severity of COPD. On CT scans, emphysema is characterised by areas of a lung with reduced attenuation coefficients. Several studies have discussed the threshold of CT analysis. In present study, a semi-automatic method setting the threshold value of -950 HU was applied for the quantitative assessment of the emphysema volume (10, 11) . It was first defined on an incremental thin-section CT scan and compared with pathological specimens (11). Zaporozhan et al. reported that the -950 HU threshold data measured on multi-detector-row correlated well with PFTs (12) . Several other clinical studies also used the same threshold of -950 HU (13, 14) . Our current study confirms significant correlations between CT measurements of emphysema and airflow obstruction, diffusion capacity, and the parameters of lung volumes. The correlations were in agreement with some expert narrative review and individual studies (2, 8, 15, 16) . However, other studies such as the National Emphysema Treatment Trial Study (17) and the International COPD Genetics Network Study (18) reported weaker associations of some PFT parameters. In the National Emphysema Treatment Trial and International COPD Genetics Network, single-slice CT was predominantly used; the reduced strength of the correlations was probably caused by the weak reproducibility and accuracy of single-slice CT (19) . Wang et al. reported significant correlations between CT measurements of emphysema and FEV 1 , FEV 1 /FVC, DLco, and RV/TLC (20) . It also demonstrated increased LAV -950 HU (%) value in GOLD stage 2, 3 and 4 groups as compared with control samples.
The results of our study confirmed the logical assumption that patients with emphysema have deteriorating diffusing lung capacity, increased total lung capacity, the residual volume, and reduced FEV 1 . These correlations were in agreement with other studies (20) (21) (22) . The data of our analysis suggest that the LAV -950 HU (%) of each lobe, except RML, showed mild to moderate negative correlation with DLco and weak positive correlation -except in the case of RUL -with RV/TLC.
DLco measures the ability of the lungs to transfer gas from inhaled air to the red blood cells in pulmonary capillaries, thus decreased DLco value is caused by the destruction of alveolar walls and results in capillary network reduction and therefore indirectly reflect the extent of emphysema. These results are not in conformity with the findings of the previous studies. Saitoh et al. found moderate to strong correlations of DLco with the LAV -950 HU (%) of the right lung, the whole lung, and each upper lobe, whereas the LAV -950 HU (%) of the left lung and each lower lobe showed no or only weak correlations with DLco (23). They also found moderate correlations of RV/TLC with the LAV -950 HU (%) of the right lung, left lung, both lungs and each lower lobe, whereas the LAV -950 HU (%) of each upper lobe showed no or only weak correlations with it. The difference may be partly due to technical factors. Densitometry can be influenced not only by the applied percentile or density threshold, but also by image reconstruction algorithm (22, 24) , section thickness (25) , inspiration level (26) , scanner/study centre (26) , gravity (27) , and radiation dose (28) .
Several studies reported that DLco correlated stronger with emphysema in the upper lobes (23), while, in contrast, there are studies that reported the opposite -that PFT values, especially DLco, correlated stronger in the lower lobes (29) . In our study, the moderate negative correlation between the right upper lobe and DLco was the strongest compared with other lobes (r = -0.61, p < 0.000). Could it be interpreted that emphysema takes place firstly in the RUL? It could be explained that since the right main bronchus is stub and steep, it is easier for the inflammatory agents to reach the right lung. Hoesein et al. reported that heavy (former) smokers with upper-lobe predominant CT-quantified emphysema have a more rapid decrease in lung function than those with lower-lobe predominant CT-quantified emphysema (30). But only more detailed studies could answer if CT-quantified emphysema of RUL better reflects the worsening of the lung function.
By studying the distribution of emphysema between functional groups, we found that the extent of emphysema was greater in severe or very severe COPD patients compared with the group of mild or moderate patients. This observation is in agreement with similar studies (5) , where the severity of emphysema varies greatly even among patients with the same stage of COPD. It turns out that in some patients with moderate or severe airway obstruction (moderate to severe COPD stages) emphysema symptoms are hardly present, in contrast to those patients whose lungs are seriously affected by emphysema yet respiratory function tests are almost normal. The COPD breakdown into functional groups cannot be discretely ascertained by PFT, because FEV 1 value alone cannot objectively reflect the diversity and complexity of structural lung changes and overall clinical presentation. Even within the same GOLD stage, patients will present with differences in the severity of dyspnoea, frequency of acute exacerbations, and their response to inhaled corticosteroids or bronchodilators, partially because of differences in phenotyping not addressed by the GOLD scheme.
Hence performing a thoracic CT scan to and assessing emphysema in the patients with even a mild stage of obstruction is useful for the identification of the phenotype of the disease. Based on CT examination results, it can give a complete clinical picture of the disease of each individual patient and prescribe individual and optimal treatment.
There are certain limitations in this study: since it had a relatively small number of subjects, the patients were not divided into four GOLD groups of bronchial obstruction severity. However, we think that division of our subjects into two groups -milder (GOLD 1-2) and more severe (GOLD 3-4) -is quite rational from the practical point of view.
As only inspiratory CT was performed without comparison with expiratory CT, the air trapping phenomenon was not investigated.
CONCLUSIONS
Quantitative CT measurements of emphysema are significantly related to the nature and severity of the impairment of the pulmonary function and therefore provide a useful morphological method to assess the severity of COPD and the impairment of the lung function.
CT measurements of emphysema are significantly related to the results of pulmonary function tests, particularly DLco.
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